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olvulus  of  the  greater  omentum  in  a  right  inguinal
ernia.  Answer  to  the  e-quid  ‘‘Unusual  cause  of
cute  abdominal  pain’’
N.  Moatassim  Billah ∗, H.  Faraj, M.M.  El  Idrissi,
S. Bouklata
Department  of  emergency  radiology,  Hospital  Ibn  Sina,  UHC  Ibn  Sina,  Rabat-Salé,  MoroccoCase report
This  27-year-old  man  had  surgery  3  years  ago  for  a bilateral  inguinal  hernia.  He  reports
rapidly  progressive  abdominal  pain  over  the  past  week,  with  vomiting  and  a  temperature
of  37.8◦.  Clinical  examination  found  diffuse  abdominal  guarding  with  a  reducible  right
inguinal  hernia.
The  ultrasound  showed  an  oval-shaped  echogenic  mass  at  the  right  ﬂank,  without  any
intraperitoneal  effusion.  The  patient  had  CT  of  the  abdomen  and  pelvis,  with  contrast
product,  in  axial  slices  with  sagittal  reconstruction  (Fig.  1).
DOI of original article: http: //dx.doi.org/10.1016/j.diii.2012.05.006.
 Here is the answer to the case ‘‘Unusual cause of acute abdominal pain’’ previously published in the No. 1/2013. As a reminder
e publish again the entire case with the response following.
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CommentsFigure 1. Abdominal CT after injection of contrast product in ax
What is your diagnosis?
Based  on  your  reading  of  this  case  report,  which  of  the  fol-
lowing  diagnoses  would  you  choose:
• acute  epiploic  appendagitis?
• incarcerated  Meckel  diverticulum?
• diverticulitis?
• volvulus  of  the  greater  omentum?
T
tces (a, b, c, d) and coronal (reconstruction e).
iagnosis
olvulus  of  the  greater  omentum  in  a  right  inguinal  hernia.he  most  common  potential  diagnoses  for  acute  pain  in
he  lower  right  quadrant  include  acute  appendicitis,  an
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ncarcerated  Meckel  diverticulum,  and  diverticulitis.  CT  of
he  abdomen  and  pelvis  showed  the  whirlpool  sign  as  a
ell-circumscribed  mass  of  fat  density,  with  hyperdense  stri-
tions,  arranged  typically  in  coils  to  the  right  ﬂank,  the
ower  right  quadrant,  the  pelvis,  and  into  a  right  inguinal
ernia.  This  mass  was  attached  to  the  anterior  abdominal
all  and  the  adjacent  fat  densiﬁed  (Fig.  2).  Moreover,  we
aw  no  signs  of  gastrointestinal  thickening  (especially  at
he  ileocecal  junction)  or  accumulation.  The  caliber  and
osition  of  the  mesenteric  vessels  were  normal,  while  the
mental  vessels  were  involved  in  the  mass,  thus  allowing  us
o  diagnose  a  volvulus  of  the  greater  omentum  in  a  right
nguinal  hernia.
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igure 2. Abdominal CT after injection of contrast product in axial slic
ensity mass attached to the anterior right abdominal wall; omental vesN.  Moatassim  Billah  et  al.
iscussion
olvulus  of  the  greater  omentum  is  omental  torsion  due  to
otation  of  the  omentum  on  its  axis  and  may  involve  all  or
 segment  of  the  greater  omentum.  It  usually  affects  adults
n  their  1940s,  with  a  sex  ratio  of  1.5  men  for  every  woman
1,2].
In  1952,  Leitner  et  al.  described  omental  infarction  for
he  ﬁrst  time,  classifying  it  as  primary  or  secondary;  since
hen  it  has  been  reported  in  many  studies  [3].
Factors  promoting  primary  volvulus  include  obesity,  mal-
ormations  of  the  greater  omentum  related  to  the  presence
f  long  projections,  or  a  biﬁd  or  accessory  omentum,  as  well
es (a, b, c, d) and coronal (reconstruction e): a: whirlpool sign; fat
sels involved in the volvulus; right inguinal hernia; omental mass.
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[Volvulus  of  the  greater  omentum  in  a  right  inguinal  hernia  
as  vascular  malformations  that  increase  omental  weight.
Trauma,  including  rapid  rotating  movements,  blows  to  the
abdomen,  and  the  sudden  change  of  body  position,  was
involved  as  a  factor  promoting  primary  torsion.  Secondary
torsion  was  more  frequent,  occurring  together  with  intra-
abdominal  diseases  such  as  internal  or  external  hernias,
tumors  or  focal  points  of  inﬂammation  or  adhesions  [4].
The  primary  symptom  revealing  omental  torsion  is  pain,
the  beginning  of  which  is  generally  sudden  and  does  not
irradiate  to  the  abdominal  wall.  It  is  frequently  localized
in  the  lower  right  quadrant  of  the  abdomen  and  indica-
tive  of  peritoneal  irritation,  mimicking  appendicitis  or  acute
cholecystitis.  There  are  usually  no  transit  disorders.  Nausea
and  vomiting  are  rare.  Moderate  hyperleukocytosis  may  be
noted.
Standard  radiography  is  non  speciﬁc  in  most  cases  of
omental  torsion.  The  ultrasound  examination  found  an
incompressible  echogenic  ovoid  mass,  attached  to  the
abdominal  wall.
CT  of  the  abdomen  and  pelvis,  before  and  after  injection
of  contrast  product,  reformatted  in  all  three  planes,  and
preferably  read  on  a  console,  is  the  reference  examination
for  diagnosing  volvulus  of  the  greater  omentum.  It  is  shown
as  a  well  circumscribed  fat-density  mass,  with  hyperdense
striations,  typically  arranged  in  whorls.  The  anterior  topog-
raphy,  the  frank  right  predominance,  and  the  attachment  to
the  omental  vessels  are  very  suggestive  of  the  diagnosis  [5].
This  case  reported  here  is  a  typical  presentation  of
the  signs  described  in  the  literature.  From  an  imaging
perspective,  the  differential  diagnoses  are  acute  epi-
ploic  appendagitis,  abdominal  panniculitis,  or  a  large-focal
necrosis  due  to  pancreatitis.  Epiploic  appendagitis  is  char-
acterized  by  an  anterior  or  anterolateral  location  in  the
ascending  or  descending  colon  and  small  size  [4,5]. Intra-
abdominal  panniculitis  is  indicated  by  a  higher  density  fat
mass  surrounded  by  a  hyperdense  halo.  Large  focal  necrosis
associated  with  pancreatitis  can  on  rare  occasions  appear  as
a  conﬂuent  fat  mass.  Clinical  history  and  laboratory  tests,
as  well  as  radiologic  signs  of  acute  or  chronic  pancreatitis,
help  determine  the  correct  differential  diagnosis  [4].  When
omental  tissue  is  involved  in  torsion,  inﬂammatory  inﬁltra-
tion  develops,  as  a  mass  with  undeﬁned  borders  difﬁcult  to
differentiate  from  malignant  neoplasms  such  as  liposarcoma
and  omental  metastases.
The  course  depends  on  the  extent  of  the  segment  of
greater  omentum  involved  in  the  volvulus:  symptoms  may
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e  reduced,  or  complications  such  as  abscess  or  bleed-
ng  may  occur.  Although  the  normal  course  of  omental
nfarction  after  conservative  treatment  by  analgesics  and
nti-inﬂammatory  drugs  recommended  by  some  authors  has
ot  yet  been  elucidated,  ultrasound  examination  at  4  weeks
nd  4  months  and  scanning  at  1  to  3  years  have  conﬁrmed
hat  the  infarction  does  shrink.
Our  patient’s  surgical  treatment,  with  excision  of
he  twisted  omentum,  is  the  treatment  of  choice
ecause  it  relieves  pain  rapidly  and  signiﬁcantly  reduces
omplications  such  as  bleeding,  adhesion,  and  abscess
6].
onclusion
he  radiologic  signs  associated  with  the  mapping  of  abnor-
alities  are  almost  pathognomonic  for  omental  torsion.  The
ole  of  radiology  is  essential  for  diagnosis  and  manage-
ent.
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